Section of Neurology
Male, aged 50. History.-Weakness of right fingers began insidiously in 1939. A year later he noted wasting and twitching of the right hand and arm muscles. Weakness of right leg followed with subsequent wasting.
1942: Admitted to hospital. C.S.F. analysis normal except for total prQtein of 60 mg. %. Blood W.R. positive. Impaired pain sensation was found over the right shoulder, arm and chest covering an area from C.4 to T.5 and considerable loss of tendo Achillis pain sensation together with wasting and fasciculation in the muscles of the right arm and leg, but there was no evidence of other sensory loss or of pyramidal involvement. He was given intensive antisyphilitic treatment (chiefly with bismuth) for more than a year and then ceased to attend hospital until sent in recent months for review. He says that his condition has been quite stationary for the past two years.
Present condition.-There is now marked wasting of right hand, arm and shoulder girdle muscles with fasciculation there and in the other three limbs. Right leg wasted, right thigh slightly so. Tendon-jerks diminished in wasted limbs but only absent in markedly atrophic areas; left ankle-jerk absent, right very sluggish. Plantar reflexes flexor. Hypoalgesia to pin-prick over right segmental areas C.3 to C.8 and over the whole right lower limb. Loss of tendo Achillis pain sensation. Sensation otherwise unimpaired. Leukoplakia of the tongue is the only other abnormal finding. Blood W.R. weakly positive but Kahn is definitely posifive. C.S.F. normal except for protein of 60 mg. % and slight excess of globulin.
The President considered that the diagnosis was undoubtedly one of syphilitic amyotrophy on:
(1) The relatively long history-eight years; (2) the fact that the condition had remained quiescent for at least the past two years; (3) the sensory abnormalities; (4) the fact that the amyotrophy is hypotonic rather than hypertonic; and (5) the positive Wassermann reaction in the blood. In many cases the cerebrospinal fluid shows no abnormality. Dr. Purdon Martin in 1924 had drawn attention to the predominance of the hypotonic type of muscular atrophy-rather than the hypertonic typein syphilitic amyotrophy. A somewhat similar case was recalled by the President. This was a man who developed an amyotrophy affecting the right arm two years after the W.R.s had become negative; two years later he developed a Charcot arthropathy of the right shoulder-joint. Consequently in some cases even the blood W.R. may be found negative. Another example was that of a womanthe wife of a man with tabes dorsalis-who developed a muscular atrophy of hypotonic type affecting both arms and legs. She was first seen at the age of 50 and five years after the onset of muscular atrophy when the W.R. in both blood and cerebrospinal fluid was negative. She continued for a further twelve years without obvious deterioration (total course seventeen years) when she died from an intercurrent malady. History.-1940: At the age of 62, gradual onset of "pins and needles" in right leg which soon after became weak. In 1941, his left leg became affected, leading to difficulty in walking. He was admitted to a hospital, where apparently a diagnosis of motor neurone degeneration was considered. The legs gradually became weaker and he was admitted to the West End Hospital for Nervous Diseases in May 1944.
Spondylolisthesis with
On examination.-His gait was unsteady, on a widened base, and he needed the support of a stick. Loss of power in all muscles below the knees but especially those of calf, with some wasting and hypotonia. Knee-jerks present and equal but ankle-Jerks absent. Plantar reflexes flexor and abdominals present. Reduced sensa-Proceedings of the Royal Society of Medicine tion to light touch and pin-prick over buttocks and back of thighs, extending nearly to popliteal space on left and half-way down thigh on right. Tendo Achillis analgesia, and vibration sense much reduced in legs. Some hesitancy of micturition; anal and bulbo-cavernosus reflexes both present. Anus slightly patulous. Heart normal with blood-pressure 140/80. X-rays showed pronounced spondylolisthesis, the dorsum of sacrum being almost at right angles to axis of spinal column; fifth lumbar vertebra wedge-shaped with apex posteriorly. The cerebrospinal fluid showed no abnormality, with pressure 85 mm., total protein 35 mg. %o. W.R. negative in cerebrospinal fluid and' blood. A myelography with lipiodol showed the lipiodol column to end at the upper border of the first sacral segment.
On May 30, 1944, laminectomy (Mr. G. C. Knight) was performed. The fifth lumbar vertebra lay about 1 cm. deeper from the surface than its normal line. It was displaced quite considerably in relation to the fourth lumbar vertebra, but it was only slightly depressed and rotated in relation to the first sacral segment, the maximum displacement being at the upper border of the lamina. The lamine of the fifth lumbar and first sacral were excised. The theca seemed to be kinked on the posterior aspect beneath the fifth lumbar lamina at its junction with the first sacral segment, but Mr. Knight was not convinced that this really caused compression, as the anterior face of the neural canal was entirely smooth, without any projection of the vertebral bodies which might distort its lumen. There was a considerable pad of fat beneath the junction of the fourth and fifth lumbar vertebre.
The patient's condition has remained much the same excepting that the calf muscles have become weaker and more atonic. November 1946: The cerebrospinal fluid again showed no abnormality. Lumbosacral support gives no apparent benefit.
Comment.-First, was the lesion, as seems probable, one of the cauda equina rather than of the conus medullaris; second, was the gross spondylolisthesis the cause of the cauda equina lesion, or if it were coincidental what alternative cause could be assigned for the condition? It was suggested that the spondylolisthesis might be causative.
In reply to a question raised regarding possible involvement of the fourth and fifth lumbar roots, as shown by the wasting of the gluteal muscles, it might be suggested that the gross displacement shown on the X-rays could well cause compression or tension of the fifth lumbar root, while the first and second sacral roots are also concerned in the nerve supply of the gluteal muscles.
In reply to a further question there was no history of trauma. POSTSCRIPT. Since the case was shown, further examinations on the X-ray tilting table have suggested some narrowing of the lipiodol column in the region of the first lumbar vertebra, and a further laminectomy is contemplated.
